Aspects of Food Policy (COMA) recommends dietary changes in the United Kingdom with the object of reducing the incidence of coronary heart disease.' The recommendations include reduction in total fat intake, no further increase in intake of simple sugars but an increase in consumption of fibre-rich carbohydrates such as bread, cereals, fruit, and vegetables.
The recent report from the Committee on Medical Aspects of Food Policy (COMA) recommends dietary changes in the United Kingdom with the object of reducing the incidence of coronary heart disease. ' The recommendations include reduction in total fat intake, no further increase in intake of simple sugars but an increase in consumption of fibre-rich carbohydrates such as bread, cereals, fruit, and vegetables.
During the second world war government food policy effected major and widespread changes in the British diet. Fat and sugar consumption fell sharply2 and fibre consumption rose.3 It is therefore relevant to examine changes in mortality from coronary heart disease (CHD) during and after the war. Previous analyses have concluded either that CHD mortality fell4 or that its pre-war increase was slowed.5 the Registrar General wrote that whatever causes were responsible for the rapid increase in degenerative heart conditions during 1921-39 "must have been largely removed during the war". Such conclusions have been widely quoted.
Method
Interpretation of war-time rates in young adults is complicated by the large numbers of men who were in the armed forces overseas. In older age-groups diagnosis of cause of death is often less accurate. This 37
paper therefore presents mortality rates for the civilian population aged 45-64 years.
In I  I  I  I  I  -I I  I  I   I  I  I  I  I  I  I 1931 32 '33 '34 '35 '36 '37 '38 '39 '40 '41 '42 '43 '44 45 '46 '47 '48 45-64 years, 1931-49. between this classification and diseases of the myocardium had occurred. Hence in the analyses of CHD trends by Ryle and Russell,7 Morris,5 and others, the two causes of death were considered together. The results, based on data coded under the fourth and fifth ICD revisions, led to the conclusions that during the war CHD mortality fell4 or that its pre-war increase was slowed.5 These changes have been attributed to a beneficial effect of the war-time diet. Our re-examination of CHD mortality in middle-aged men and women brings into question both the changes that occurred and their relation to diet. In a review of mortality trends in England and Wales, Campbell noted that revision of the ICD in 1940, and a change in the rules of allocation for deaths with multiple causes, complicated interpretation of the trends at that time."0 Our adjustment of the 1931-39 data to the fifth ICD revision is based on certain assumptions, including that of a fixed proportion of heart disease deaths accompanied by respiratory disease throughout the period. Nevertheless the adjusted data shown in fig 2 (continuous lines) seem likely to be more accurate indicators of trends than the data originally published. Adjusting male deaths changes the apparent peak in 1939 to a peak in 1940 and reduces the magnitude of the subsequent decline in relation to pre-war levels: the 1942 rate, the lowest during and after the war, is similar to those in 1937-38. In women, there is similarly a 1940 peak in the adjusted data.
We have shown that 1940 was a year of unusually high mortality from a range of diseases, not only among adults (figs 3 and 4) but among infants as wel-for whom 1941 was also an unusual year (fig 5) . 10000 1931 '33 '35 '37 '39 '41 '43 '45 '47 '49 '51 '53 '55 '57 '59 '61 '63 Wartime and immediate post-war trends in younger and older age groups are similar to those in the middle-aged, but their interpretation is less secure because of large scale recruitment of young men into the armed forces and less accuracy of death certification in the elderly.
The wartime dietary changes were large and, because of rationing, widespread. The findings of the Combined Food Board, which compared estimates of consumption during 1943-44 with those during 1934-38, were summarised as follows."1 "Important increases were: for potatoes 45%, vegetables 34%, milk and milk products 28% and grain products 17%. Important decreases were in tomatoes and citrus fruits 50%, other fruits 44%, poultry and fish 39%, sugar 31%, meat 21%/ and fats 16%." These large changes did not take place immediately on the outbreak of war. The decline in food importation and increase in home production occurred over one to two years. Not until April 1942 was the extraction rate of flour raised from 68-75% to 85%, with the consequent sharp increase in cereal fibre consumption. Food controls persisted after the war. From 1949 to 1950 they were gradually withdrawn, and rationing finally ended in 1954.
Levels of consumption of fat, fibre, and sugar during the 1940s differed markedly from those in the 1930s and 1950s. Total '32 '33 '34 '35 '36 '37 '38 '39 '40 Year I I. I ' 41 '42 '43 '4 I I I I
' 45 '46 '47 '48 '49 1931 '32 '33 '34 'i5 '36 '37 '38 '39 '4b '41 '4'2 '43 '44 '45 '46 '47 '48'49 Year 1931 '32 '33 '34 '35 '36 '37 '38 '39 '40 '41 '42 '43 '44 '45 '46 '47 '48 '49 Year rise, the lack of response to removal of food controls is similarly unexplained. The proposition of a latent period of some years before dietary change is followed by a reduction in mortality does not lessen the incongruity between the dietary and CHD mortality trends. If, however, the latent period was of the order of 10 years or more, benefits to middle-aged people would be reflected in mortality among the elderly. Figure 2 would reflect the wartime diets of young men, many of whom were in the armed forces.
Comparison of wartime trends in CHD mortality and changes in estimated per capita consumption of fat, fibre, and sugar cannot give conclusive evidence. Certified cause of death is an imperfect indicator of mortality caused by CHD. Exposure to other causative influences, dietary and non-dietary, may have changed during the war. Stress, for example, may have increased, but so too may muscular exercise."1 Cigarette consumption rose to a peak in 1946, fell during 1947-49 and thereafter continued to rise.13 We conclude that, while our findings do not argue against the COMA report, they do not support the view that compliance with the recommendations on fat, fibre, and sugar consumption will lead, by itself, to an appreciable fall in CHD mortality in middle-aged men.
